PEI is a clinical approach which aims at assessing the links between psycho-traumatic experience and depressive disorder. In the present study, inspired by the EMDR (Eye Movement Desensitization and Reprocessing) protocol, the PEI approach is proposed to 30 patients with depressive disorder. The aim is to determine the implication of negative cognitions and dysphoric emotions resulting from a traumatic experience on their psychopathological disorder. Our analysis shows a predominance of memories linked to a lack of affective support during childhood. The negative cognitions identified confirm a feeling of insecurity generated either by a failure of affective bond or helplessness towards the event. An alteration of self-esteem also emerges. Likewise, the present work also shows how psychotherapeutic care should consider narrowing the focus on traumatic experiences.
twofold aim. It may be proposed as an aetiological evaluation of a psycho-pathological entity and is also of interest in choosing a potential psychotherapeutic care. It has emerged from the EMDR (Eye Movement Desensitization and Reprocessing) psychotherapy and our current knowledge of psychological trauma. Following Shapiro's [1] first controlled study when it comes to understanding psychological traumas, psycho-pathologies and the therapeutic clinical approach (in particular, the development of Information Adaptive Treatment (IAT) model), the growing use of EMDR has broaden the perspectives. Initially proposed for the management of psycho-traumatic syndromes [2] , an opening was made for a more diversified population with symptoms such as anxiety, inhibition, avoidance, alteration of self-esteem, depressive affect and algias. By proceeding with the anamnesis of these patients, an aetiology of their disorders and possible suitable care can be identified by using EMDR and free association processes achieved by bilateral stimulation.
On the basis of this literature, we propose in the present work to consider depressive disorders within the PEI clinical approach. The aim here is to bring out the important implication of psycho-traumatic aspects in the genesis of such type of pathology.
Method
EMDR was used with 210 patients within the framework of our psychotherapeutic practice. For each one of them, a "trauma mapping" was carried out. It consists in identifying memories which are painful, heavy, or numbing for the patient. These memories are then subject to desensitisation and reprocessing by eye movement and/or by alternating bilateral stimulation. The aim here is to identify what needs to be treated in accordance with the cognitive, emotional, behavioural and interpersonal consequences of the psychological traumas. This pragmatic approach has regularly revealed strong links which encompasses the traumatic life experience, the negative cognitions, identity construction and the psycho-pathological entity from which the patients suffer. Psychotraumatic Evaluation of Identity (PEI) is based on this analysis and has started to be worthy of interest in the framework of research in clinical and pathological psychology [3] - [5] .
PEI consists of 4 steps:
Step 1 of PEI: to determine a list of ten painful memories and rank them in chronological order During a period of one to two weeks, the patient is asked to think upon and identify the ten most painful memories of his/her life. These memories must be sufficiently painful at the moment of the assessment by evoking sadness, anger, shame, guilt, or any other dysphoric feeling or sensation. They can be a part of the patient's life, a precise and short memory, or a recurring nightmare. It is not required to assess whether or not a given memory is linked to a real event. It can thus be a construction, a screen memory or a fantasy. The patient is requested to create a list which cannot exceed twelve items.
If more memories are found, the patient is asked to choose the ten most painful ones. This way of processing is supported by clinical experience showing that these memories are most likely to reveal traumatic experiences. The patient is also requested to determine the approximate age of each event as much as possible and then rank the memories chronologically. If a memory triggers an emotion which is too painful to be put into words (shame, etc.), the patient may simply mention its existence, without broaching its content in order to avoid deepening the discomfort or suffering. Whilst this first exploratory step can be completed alone or with the psychologist, the rest of the PEI fits into a containing and reassuring clinical relationship in order to ease the oral expression of the memories and to avoid all risks of re-traumatisation. The clinician must be able to assess the patient's capacity to take on board his/her sufferings, in order to make the measures as therapeutic and suited as possible. In accordance with the modulation model of the neurophysiologic activation, the goal is to respect as much as possible the patient's window of tolerance [6] [7] . This can be perceived as a continuum going from under-activation (numbness of thought and affect) to emotional hyper reactivity. When the patient is far from these two extremes, his/her capacity to assimilate is preserved as well as his/her psychological balance.
Step 2 of PEI: to clear the image
The patient is invited to briefly recall the first memory. In this account, a sensory image usually relating to the most disturbing moment for the patient must be identified. In order to do so we ask the following question: "when you think about this memory, do images come to your mind? Sounds? Smells? Amongst all these images, these characteristics, which of them would be the most disturbing for you at this moment when recalling this memory?". The answers obtained are typically a clear picture proving the fixed and traumatic aspect of the memory [8] .
Step 3 of PEI: to determine the negative cognition NC Determining the most disturbing sensory image enables us to connect with the traumatic memory, and with a whole network of dysfunctional memories as well as their consequences on the psychological functioning of the patient. By focusing his/her attention on that image, the patient has to express what it makes him/her think of him/ herself in negative terms. The goal is to identify the consequences of that memory on the actual representation the patient has of himself/herself in his/her everyday life. In order to clarify this aspect, we formulate these types of questions: "when you think Step 4 of PEI: to determine the emotions and sensations attached to the memory and the negative cognition The patient is asked to describe the emotions and feelings felt when focusing on both the initial image and the NC. The clinician thus asks the following questions: "When thinking about the starting image (step 2) and the sentence… (step 3), what emotions do you feel? What is happening in your body?". In this way the physiological emotions and feelings linked to that traumatic memory are brought up. We proceed in this manner for each of the patient's memories whilst respecting his/her capacity to create his/her story.
Synthetically, the four steps of PEI are summarised as follows:
Step 1 of the PEI: to determine a list of ten painful memories and rank them in chronological order.
Step 2 of the PEI: to define the image.
Step 3 of the PEI: to determine the negative cognition NC.
Step 4 of the PEI: to determine the emotions and sensations attached to the memory and the negative cognition.
Psycho-traumatic Evaluation of Identity generally allows to identify ten or so painful memories and to bring to light a dysfunctional aspect of the mnesic networks based on negative cognitions and emotions. The psycho-traumatic nature is, following EMDR, principally expressed by the sensory accuracy of the memory, the negative beliefs (NB) and the dysphoric emotions. Most anxious disorders studied within our clinical practice as well as a majority of depressive states, come from deleterious experiences that occurred in particular during childhood. These experiences implement a continuous system of emotions, cognitive distortions, behaviours and identity structures. 
Results
The mapping of psychological traumas of the population studied shows a dominance of traumatic memories which degrades self-esteem. In effect, we find in our clinical work: mentions of parents not investing themselves (parental conflicts, rejection, lack of interest, abuse) and memories linked to humiliation, loneliness and affective insecurity (aspects typical of abandonment anxiety, affective separations). We also highlight that for some of the patients, the death of a parent or a grandparent during childhood constitutes a particularly marking and painful event.
Negative cognitions unravelled (Table 1) show both an affective insecurity ("I am alone", "I have been abandoned") and a deep alteration of self-esteem ("I am not lovable", "I am worthless", "I am bad"). Cognitions linked to culpability ("it's my fault", "I am guilty") or to a coping issue ("I am powerless") can also be observed, thereby strengthening the narcissistic suffering. Emotions linked to these memories and cognitions are often sadness, shame, and guiltiness. Reminiscent of the depressive mood is also frequent. It is thus easy to understand the path followed by the consulting patients suffering from depressive disorders. Childhood is often marked by a lack of affection, which falls within an abandonment experience or rejection, humiliation and disappointment. Failures, separations and aggressions will during their lifetime, accentuate a retroflexion of aggressiveness towards themselves and favouring also a depreciation of the self. In effect, we often observe that aggressiveness constitutes the second emotional reaction towards a threat against the patient's physical and psychological integrity, after a reaction of fear which becomes by extension anguish or anxiety. This aggressiveness often takes the form of extreme choleric rage turned towards oneself, which degrades all the more the self-esteem, causing depressive suffering. According to de O'Shea's work [9] , trauma and negligence at an early age (0 to 3 years old), rarely accessible by language, are of particular importance. These memories which are archaic and inaccessible to semantic memory [8] , may contain dysfunctional information that are generally linked: to a lack of emotional bond between baby and mother, to early health problems having affected the child's integrity, or to real abuse.
The memories are rarely evoked during PEI, unless they have previously been mentioned within the family circle by a parent who was able to put them into words or inform the consultant. The hypothetical existence of this type of trauma must be considered when psychotherapies fail and the patient shows a dissociative symptomatology in the Janetien sense, that is a feeling of abandonment associated with emptiness which nothing can manage to fill or treat [10] .
Illustration of a Clinical Case
Mrs. D, 45 years old, came to see us after having read a book on EMDR. Here below is a list of traumatic events brought to light, as well as the corresponding negative cognitions and emotions. This list was developed with the psychologist:
1) Repeated absence of the mother for days (6/7 years old). NC: "I have been abandoned". Emotions: anguish, sadness.
2) Sudden death of the grandfather following a heart attack (8 years old). NC: "I am alone". Emotion: sadness, fear.
3) Lack of family nucleus-move (10 years old). NC: "I am insignificant". Emotion:
sadness.
4) Alcohol and cannabis consumption as a teenager. NC: "I am worthless". Emotion:
guilt, sadness, anguish. and in the ability to both love and trust, and be loved. Classical painful emotions observed in numerous pathologies, in particular in anxio-depressive syndromes can be found in Mrs D's case: anxiety, fear, sadness, guilt, shame and anger. As seen earlier, depressive affects often come from a retroflexion phenomenon of aggressiveness, a mechanism which participates to self-disgust, pathological sadness and therefore to the alteration of self-esteem.
This aggressiveness constitutes an archaic reaction towards threat. In effect, ethology teaches us that in the face of adversity, the mammal often reacts with aggressiveness which can take two directions: fight or flight [11] . The same manifestations are observed in human beings. The aggressiveness often takes the form of an anger or rage turned towards oneself and less likely towards others. Not expressing the negative emotion is probably a means to limit the risk of accentuating the fear of rejection or abandonment by the others). This brings us to think that it is often a positive factor when the patient manages to feel this anger during psychotherapy. The aggressiveness is progressively reoriented towards the initial cause, where for example a parent was not able to play a sufficiently caring role. The patient is thus more into anxiety which constitutes a generalisation of fear, often of being abandoned or a fear of the one who was in the aggressor's position in the history of the patient. It is essential to go through this fear and assimilate these painful experiences.
Discussion
The dynamic analysis of traumas through PEI is a heuristic source which can guide us in our practice as clinicians and researchers in clinical psychopathologies and psychotherapies. This clinical evaluation sheds light on psycho-traumatic profiles linked to some pathologies. For example memories linked to loneliness, absence, lack of motherchild emotional bond, absence of the loved object can be found in most patients suffer-ing from an anxio-depressive syndrome. We also often identify experiences of aggressions, lack of benevolence, or experiences of failures which contribute in reinforcing the feeling of loneliness and the degradation of self-esteem. Events lived as traumatic during childhood, teenage years and/or adult life, bring the patient to build a pessimistic representation of the world as well as an alteration of the feeling of being able to face the world (feeling incomplete, helplessness linked to an alteration of self-esteem, the lack of adjustment strategies and psychomotor retardation). This can manifest itself both by cognitive distortions such as "I am useless" or "I am not lovable" and by adjustment difficulties towards everydays' stressors. Sometimes when a benign event resonates with earlier memories, it may trigger the first depressive decompression.
As a means of comparison with regard to patients with depressive disorders, we applied the same methodology to 20 patients with generalized anxiety disorder. The psychological trauma mapping on this population shows a predominance of memories linked to insecurity since childhood. Indeed, we find in our work memories linked to abuse and/or violence (parental conflicts, alcoholism, psychological violence, sexual abuse) and memories linked to illness, road accidents or death, and affective insecurity (elements typical of abandonment anxiety, affective separation). It is also worth mentioning that for some patients, financial insecurity of parents during childhood also constitutes a particularly marking or painful memory. Finally, the first panic attack is often experienced as a trauma which crystallises anxiety. The negative cognitions identified (Table 2 ) reveal a feeling of insecurity ("I am in danger", "I am going to die"), of helplessness towards the event ("I have no control over this", "I am weak") and an alteration of self-esteem often linked to an experience of abandonment ("I am rubbish", "I am alone", "I am abandoned", "I am not lovable"). The feeling linked to these memories and cognitions is most often fear, which, by generalisation, has turned into anxiety.
Through their history, in the course of their learning process, the patient builds a representation of him/herself which will shape his/her existence. This singularity will make him/her react in a certain way towards external situations (behavioural patterns).
It is thus possible to observe during consultations links between psychological traumas, cognitive distortions, reassessment of identity and the type of relation with others. The notion of early inappropriate pattern developed by Young [12] helps in establishing Table 2 . Example of negative cognition in generalised anxiety disorder.
Theme of negative cognition Example of negative cognition Insecurity "I am in danger" "I am going to die" Helplessness "I have no control over this" "I am weak"
Experience of abandonment "I am rubbish" "I am alone" "I am abandoned" "I am not lovable" these links.
Implications for Theraputic Practice and Conclusion
Psycho-traumatic Evaluation of Identity (PEI) from EMDR therapy can be applied to a diversified population or to specific disorders in order to better understand their aetiology and improve the psychotherapeutic care. The type of care considered here is an integrative therapy and plans to specifically target traumatic events. First we need to treat the 10 main traumatic events which seem to be the root of the anxio-depressive disorder. To do so, it is primordial to consider the ability of the patient to assimilate knowledge (tolerance window), to take into account the lack of psychological energy which can be treated with antidepressants and with the help of slow and progressive physical activities to bring back movement (meditation, qigong, walking, swimming, etc.).
A regular assessment of the suicidal intention must never be disregarded. It is essentially about treating the patient's past (painful memories brought to light using PEI), present (taking into account all of the contextual complexities which could participate in the suffering) as well as his/her future (help to project into the future) to anticipate any possible fear and generalise as much as possible the newly acquired resources.
During the psychotherapeutic assessment, the negative beliefs tend to disappear allowing the creation of a new, positive representation of the self (positive cognitions). Dysphoric emotions lose their intensity until they finally disappear to make room for a stronger self-esteem and a more optimistic representation of the world with the development of new capacities to cope.
